
gins, a very large foreign body may be overridden and
sometimes the foreign body will crowd the trachea and
impede respiration.

Space forbids the illustration of all the radiographs
and foreign bodies.

Westinghouse Building.

ABSTRACT OF DISCUSSION
Dr. R. H. Johnston, Baltimore : Nothing was said about

direct laryngoseopy in the flexed position. Mosher of Boston,
in an article in the Boston Medical and Surgical Journal ad¬
vocates the left lateral position, which is as follows: the
patient is placed on the table with the head slightly flexed on
the chest; the head is turned to the left until the cheek
almost touches the table. The mouth is opened and his
special instrument introduced until the epiglottis comes into
view when it and the base of the tongue are pulled upward,
using the left upper bicuspid teeth as a fulcrum. So far as
I know, he has used it only under general anesthesia. Last
summer I had a case of papillomata in a child of 4 years and
tried in vain to use Mosher's instrument. I flexed the head
of the child on the chest, introduced Dr. Jackson's child
speculum, pulled the epiglottis and the base of the tongue up,
and obtained a splendid view of the larynx. In my next case,
a child of 6 years, with dyspnea, I placed the child on the
table, had her head, arms and legs held and succeeded in get¬
ting a good view of the larynx. In this procedure little force
is used, because the tissues in a child's throat yield easily to
slight pressure. With the smaller speculum there is no danger
of loosening or breaking the incisor teeth. This method in
my opinion will prove of more value to most of us than the
method in extension. It is very simple and it will be found
preferable to the other method. The great trouble I find in
extension is that the operator is in a cramped position and
the muscles of the neck are so tense that it is difficult to get
a clear view. In the few cases in adults in whom laryngeal
tumors can not be removed by the extension method, the
flexed position again comes into use. An assistant pushes the
thyroid cartilage back and brings the anterior part of the
larynx into view. I have used this method in a number of
cases in the last twelve months in children from 14 months
to 6 years and have never failed to get a good view of the
larynx. For diagnostic purposes it is ideal and for operative
procedures superior to the extension position. In a little child
seen some months ago the diagnosis could not be made with
the mirror; the patient was placed on the table without anes¬
thesia and the obstruction found to be in the subglottic space.
To those who have used extension without success I would
recommend this simple procedure.

Dr. B. R. Shurley, Detroit: I would like to make a plea
for more extensive digital exploration of the larynx in very
young children prior to the use of the bronchoscope. In
three eases in which I have had the instrument prepared for
further investigation of these regions I have been surprised
to find how far down I was able to reach with my finger.
Having taken an »-ray picture in three instances in which
a coin was lodged there the foreign body was located and I
was able to dislodge it easily with the finger. The digital
exploration of the larynx, if you are blessed with a long
index finger, has many advantages.

Dr. R. P. Scholz, St. Louis: I believe that endoscopy is
used too seldom; particularly is this true of the esophagoscope.
I have observed that the esophagus has little or no pain and
pressure sense and that even extremely large foreign bodies,
lodged in the esophagus, produced mild or no subjective
symptoms. One of my patients scarcely complained, with a

piece of hog's vertebra? 2.0x2.8x0.8 centimeters in size, lodged
in the esophagus 17 centimeters from the cutting edge of the
upper incisors. This patient claimed to have a feeling of
pressure over the superior notch of the thyroid cartilage. Dr.
Jackson, while in St. Louis recently, told me that his patient,
with a plate of artificial teeth in the esophagus, had only
very mild if any subjective symptoms. This I believe indi¬
cates how readily foreign bodies in the esophagus may go
undiscovered. I wish to cite a case which came to my notice

while in the Pathological Institute in Vienna. A man, while
eating fish, swallowed several bones. Esophagoscopy was per¬
formed and three large fish vertebrae were removed. Some
time later when signs of mediastinal infection developed, it
was attributed to the traumatism produced by the bone re¬

moved. The postmortem examination revealed a fourth
vertebra lodged about 1 cm. below the lowest point of the
esophagus explored. This case illustrates, I believe, how
careful one should be to explore the esophagus thoroughly,
and not be satisfied with the removal of a foreign body.

Dr. J. R. Fletcher, Chicago: I wish to emphasize the fact
that more foreign bodies enter the bronchi than are now

suspected. I had the pleasure of visiting Professor Killian's
clinic in Freiburg some time ago. He told me that more

foreign bodies were removed there than in all other parts of
Germany together. He attributes this to the alertness of the
physicians in the neighborhood. Because it was known that
they were doing a great deal of this work patients are sent
to them whenever foreign bodies are suspected. He showed
me a patient under treatment who six years before had
swallowed an upholsterer's tack.

CLINICAL MANIFESTATIONS OF ADENOIDS
IN ADULTS*

OTIS ORENDORFF, M.D.
CANON CITY, COLO.

When we think of adenoids, a picture appears of a
childish face, devoid of expression, dull eyes, thick lips
and open mouth. This familiar face is so constantly
before us that we almost recognize the listless type
across the street. We are liable, however, to fail to rec¬

ognize the disease when it occurs in a well-developed,
apparently healthy adult, of age anywhere up to 50,
giving a history like this : Catarrh was present dur¬
ing childhood, accompanied by the well-known symp¬
toms of nasal obstruction. Perhaps there was also an
attack of scarlet fever with a prolonged recovery. With
the change from adolescence to maturity the symptoms
of obstruction gradually lessened and troubles of a dif¬
ferent type were noticed, for which the patient now
seeks relief.

In order to make the clinical course clear I will di¬
verge into the pathology. The reason that these patients
frequently date the disease to an old severe attack of
scarlet fever or measles is that bacterial invasions have
more effect in enlarging and causing hypertrophy in
the lymphoid structures of children than in adults.
Again, the fauces and nares rapidly enlarge as the child
grows older; hence the same amount of tissue would
cause less and less obstruction and yet would retain its
power of doing other damage. One would naturally
suppose that the size of the vegetations would diminish
as the individual advanced in life; this is probably true
in nearly all cases.

Inspection in these patients shows the usual highly
arched palate with the "adenoid fringe," or its remnants
and the fauces and pharynx covered with a slimy sticky
mucus. There is an enlargement of the lingual papilla;
and there are nodules on the posterior wall—"granular
pharyngitis." In my limited experience I have never
encountered a case that did not exhibit this nodular
condition on inspection high up on the posterior wall,
and I have begun to believe that it will always be found
as a complication in all adenoid patients over 15. The
tonsils are usually sclerotic, burnt embers of the
spent fires of the repeated attacks of acute or the slow
destruction of chronic inflammation. The epipharyngeal
mirror or the examining finger reveals the disease to be

* Read before the Fremont County Medical Society, July 26, 1909.
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of a more fibrous nature than in children, having lost
to a degree the fish-worm character and being more in
furrows and folds which run in an anterior and pos¬
terior direction. Somehow the real size is deceptive
and there is always more of the tissue than would ap¬
pear to be from examination.

These patients are apt to be dismissed in clinics with
sprays and gargles, and in private practice with sprays
and atomizers and other forms of what should be called
"office suggestion." After a course of such treatment,
patience ceases to be a virtue and the sufferer prefers to
continue his unpleasant existence as it is rather than
submit to the experiments which experience has taughthim are of no avail.

In an average practice there should be four or five
well-defined cases in a year.

The case from which this photograph was taken is one
of the most instructive ones that I have recorded and it
is presented as illustrating a type and also as a lesson in
humility, as the undertying pathologic condition was
overlooked by several good general physicians and by at
least one specialist of reputation. When recognized it
was not relieved by the first operation and for no other
reason than that it seemed too simple for the exercise of

Second adenoid growth removed. The one removed the day before
was fully as large.

careful technic. The accompanying illustration shows
the real size of the specimen, with the old-fashioned
curette which I have now discarded.

Patient.—E., female, aged 38, single, well developed; home
in Nebraska, temporary climatic resident of Colorado. (When
an eastern physician exhausts his resources the patient is sent
to Colorado for climate regardless of what the disease is.)
She said that she had a dry mouth, slight deafness, frequent
desire to clear the throat, which was not relieved by the almost
constant hawking; ears hurt when nose was blown hard. At
one time a douche was prescribed which brought on an attack
of excruciating pain in ears which have been worse ever since.

Examination.—This showed the presence of adenoids, "granu¬
lar pharyngitis," hypertrophied inferior turbinate on one side
and the throat full of ropy mucus.

Treatment.—Only enough of the turbinate was removed to
give clear space and the adenoids were supposed to be thor¬
oughly curetted. The next day the voice was still muffled and
examination showed the mass in the nasopharynx apparently
as large as before although the quantity removed the day
previously was fully as large as the specimen shown in the
illustration. Local anesthesia was used as before and the
mass removed under the inspection with the mirror by one

sweep of the curette.

Remarks.—Evidently the tumor was bifurcated and the an¬
terior portion was pushed forward into the posterior nares at
the first operation. At the completion the patient at once re¬
marked : "Doctor, you have removed something that has been
stopping up my nose for years." She remained three weeks
for treatment which consisted of massaging a strong solution
of one of the silver salts into the nasopharyngcal membranes
with use of the Eustachian catheter every third day.

Before operation the tuning-fork test was minus 30 and at
the time of returning home three weeks later it was minus 15,
both ears being about the same. A letter received two months
later stated that the throat had given no trouble and that the
mouth and ears were well.

Adenoids in adults are not common, as they usually
disappear before maturity, but when they do not their
character changes from those of childhood.

The patients are really sufferers and think that there
is no relief because the "catarrh is in the system." There
is no value in sprays and applications or internal treat¬
ments. Besults of complete operation are satisfactory
and permanent.

SUPPÜBATIVE ACCESSOBY SINUS DISEASES
IN WHICH AN INTRANASAL OPERATION

IS INDICATED *

HANAU W. LOEB, A.M., M.D.
Professor of Diseases of the Ear, Nose and Throat in St. Louis

University
ST. LOUIS

The great majority of the cases of suppuration of the
accessory sinuses of the nose are amenable to intranasal
treatment at some period in the course of the disease.
Suppuration of the ethmoid labyrinth responds most
readily to this form of treatment, with that of the max¬
illary, sphenoid and frontal, following in the order
mentioned. Intranasal treatment may be of no avail in
suppuration of any of these cavities, however, if the
process has been long-continued, or if the infection is
rapid and virulent. Between these two extremes lies
the field of intranasal surgery as applied to the sup¬
purative conditions which involve the accessory sinuses
of the nose.

The methods by which good results are obtained are

various, and for their success depend largely on the
personality and equipment of the individual operator;
for a method which is satisfactory in the hands of one

thoroughly familiar with the technic may be without
favorable result in the hands of another who is accus¬
tomed to a different plan of operative procedure. Inas¬
much as this paper comprehends conditions rather than
individual methods, only casual reference will be made
to the latter where the discussion requires it.

Besides discussing processes which call for intranasal
lessons which anatomy teaches with respect to surgical
treatment, however, it will be the endeavor to show the
treatment of the accessory sinus through the nose.

To bring this more clearly into view, there are here
presented lateral reconstructions of twenty heads, show¬
ing forty groups of sinuses with their relations shown to
one another and to the floor of the nose, the turbinâtes,
and the external contour of the nose and upper lip. The
frontal, sphenoid and maxillary sinuses, and the con¬
tour of the nose and upper lip are shown in unbroken
lines, the posterior ethmoid in dotted lines, the anterior
ethmoid in alternate dots and dashes, the infundibulum
in broken lines, and the turbinâtes in feathered lines.

* Read in the Section on Laryngology and Otology of the Ameri-
can Medical Association, at the Sixtieth Annual Session, held at
Atlantic City, June. 1909.
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